Transitional cell carcinoma (TCC) is the most common malignant tumor of the ureter. CT has been proposed as an accurate method of diagnosing and evaluating ureteral carcinoma (1, 2), allowing assessment of extraureteral soft tissue extension and nodal involvement (3). The tumor appears as a soft tissue mass, higher in density than the urine-filled, dilated ureter proximal to it (1), or as soft tissue filling defects or focal thickening, either eccentric or circumferential, of the ureteral wall (1, 4). Although a palpable mass can be the initial clinical sign of ureteral carcinoma (5), CT findings of ureteral TCC presenting as a palpable retroperitoneal mass have not, to the best of our knowledge, been described in the literatures. We recently encountered a case of exophytic ureteral TCC manifesting as a retroperitoneal tumor due to exophytic growth of the TCC, and in this paper, describe our findings.
A 55-year-old man was admitted to hospital with a palpable left lower abdominal mass and left flank pain which had arisen two months earlier. Physical examination revealed mild left costovertebral angle tenderness, routine urinalysis disclosed the presence of microscopic hematuria, and urine cytology showed that atypical cells were present.. Intravenous urography demonstrated markedly delayed faint opacification of the left kidney parenchyma, though the collecting system was not opacified. Abdominal CT (Fig. 1A C) revealed a lobulated retroperitoneal 5 5 3 cm mass below the level of the aortic bifurcation. The anterior wall of the ureter had been invaded by the tumor, and on arterial and delayed scans, the ureter showed faint imhomogeneous, focal, peripheral enhancement. The inferior mesenteric artery, psoas muscle, and sigmoid colon had also been invaded by the tumor. Proximal and distal to the main mass, diffuse ureteral wall thickening and, an internal soft tissue mass were noted. After nephroureterectomy and tumor resection, direct tumor extension through the ureteral wall and exophytic periureteral mass formation was documented by means of pathologic examination (Fig. 1D) . The final diagnosis was ureteral TCC, grade III. Adjacent lymph nodes were free from metastasis. Transitional cell carcinoma is the most common malignant tumor of the urteter, usually presenting as focal ureteral wall thickening or a mass filling the ureter lumen and combined with periureteral infiltration or adjacent lymph node enlargement. Retroperitoneal mass due to exophytic growth of ureteral transitional cell carcinoma has not been described in the literature, and we now report the CT findings in such a case.
Exophytic Growth of Ureteral Transitional Cell

Discussion
TCCs are classified as papillary, infiltrating, papillary and infiltrating, or carcinoma in situ (4) . Papillary TCCs occurring in 85% of cases, and are characterized by the presence of frondlike morphologic structures (4). Pedunculated or diffusely infiltrating tumors are less common. Sessile, invasive lesions behave more aggressively, and the time of diagnosis are at an advanced stage. Infiltrating tumors are characterized by thickening and induration of the ureteral or renal pelvic wall.
CT scanning has sometimes been helpful in the evaluation of ureteral wall thickening and wall enhancement(1). Our case showed faint wall enhancement of the involved ureter. and the peripheral portion of the main mass, and proximally and distally to the tumor, ureteral wall thickening and soft tissue density lesions were noted. The main mass was eccentric to the anterior wall, while the posterior ureter wall had not been invaded by the tumor. Periureteric extension of TCC is manifested as a streaky soft tissue mass adjacent to the ureteral TCC, but the incidence of palpable large mass formation has not been reported in the literature.
TCC of the ureter most commonly (in 75% of cases)
88 metastasizes to the regional lymph nodes (5) . The rich lymphatic network of the ureter and early ureteral obstruction by the tumor lead to enhanced lymphatic flow, and this may lead to early lymphatic metastasis (3), though in our case, pathologic exmination did not show that this had occurred. Our preoperative impressions were primary retroperitoneal malignant tumors, such as leiomyosarcoma, malignant fibrous histiocytoma (MFH), or liposarcoma, which had invaded adjacent organs. The pathologic diagnosis, however, was an eccentric ureteral TCC which had penetrated the anterior ureteral wall to form an exophytic anterior periureteric mass.
In conclusion, we believe that exophytic TCC should be included in the differential diagnosis of a large retroperitoneal tumor, especially when a retroperitoneal mass is combined with an intraluminal ureteral soft tissue lesion and proximal and/or distal ureteral wall thickening.
